there were 15 per cent. cases in which he found it was doubtful whether or not he could satisfactorily mobilize the duodenum so as to bring it out easily, without tension-a very imnportant thing to avoid-and then, even if he had already partly mobilized it, he abandoned the procedure and did a gastro-enterostomy. In indurated ulcer he carried out a wide resection.
In answer to Mr. Paterson, he had no absolute evidence. He had operated on a number of cases and had resected where he thought it was cancer, and yet the most careful examination by the pathologist-who was all the time anxious to score off the surgeon-failed to reveal any evidence of cancer. But he had known a case he had operated upon and found ulcer; cancer subsequently developed. He admitted that of the cases which could be considered to have become cancerous 5 per cent. was the limit; Ewing, a most able man, placed it at 2 -3 per cent., and said that a number evren of these ought not to be included. He had not heard Dr. Welch express himlself on the subject recently; he was always guarded in his statements. Some years ago he heard Welch say a percentage were malignant, but he (Dr. Welch) added that what was the percentage was not known.
It seemed to hiin that surgery demnanded, in the first place, as good, as absolute a diagnosis as was possible; towards that there should be a co-operation between the skiagraphist, a physician of the front rank, and the various tests available. Still, he could not always be sure of his diagnosis, even when the abdomen had been opened, and then it was embarrassinig. In that case one had to do the best one could. If there was no demonstrable, palpable lesion, he did nothing. If an ulcer was present, the problem was, which procedure offered the best result ? Sometimes it was pyloroplasty. He admitted his own prejudice, but he tried to exercise it. He favoured pyloroplasty because it gave him the best results, and he had never had recurrent ulcer after it. He had had two cases in which he tried to excise the ulcer at the operation, but he made a note at the time that in neither case was he able to satisfy himself that he had removed the whole ulcer; they were cases low down, on the back side. The patients had recurring symptoms. Gastro-enterostorny gave satisfactory results in their case. If thorough excision was possible, one could be reasonably sure that there would be no unfavourable results.
He thanked Dr. Jona for his suggestion; he thought there was something in it; when he had returnied home he would try to follow up the point. [January 5, 1927. DISCUSSION ON ABDOMINAL TUBERCULOSIS. Mr. H. W. CARSON.
ABDOMINAL tuberculosis, as seen by the surgeon, does not present many varieties of disease, but each disorder shows variations in symptomatology which may render diagnosis difficult, and the conditions found at operation may make the greatest demands upon one's experience and skill.
For the purposes of this discussion I have investigated all my cases for the last eight years. I find that I have operated during this period upon only live cases of tuberculous peritonitis, four cases of tuberculous enteritis, three cases of ileo-cmecal tuberculosis, one case of tuberculous appendicitis, and fifty-two cases of mesenteric gland tuberculosis, a total of sixty-five cases. But small as this number seems, the field of abdominal tuberculosis is well covered and a great varietv of treatment has been necessary. Some of these operations may be classed under the head of ' rescue work," that is, that operation has been performed Go meet some pressing emergency, generally intestinal obstruction. Six cases were operated upon after a diagnostic error (two cases diagnosed as relapsing appendicitis proved to have miliary tuberculosis, two cases diagnosed as gastric ulcer-one having hbmatemesis as a symptom, the other melhena,-proved to be unusual cases of mesenteric gland tuberculosis, as did one case giving a typical history, extending over eight years, of duodenal ulcer. The sixth was the case of tuberculous appendicitis the diagnosis of which was made in the pathological laboratory after remaoval).
The age of these patients does not bear out the suggestion that abdominal tuberculosis is a disease of childhood. In mesenteric gland tuberculosis, which gives the earliest incidence (though the majority--65 per cent. have occurred between 5 to 15), there have been nine, or 17 per cent., over 25, two of whom have been respectively aged 50 and 51. Tuberculous enteritis, including ileo-caecal tuberculosis, has been a disease of middle age, as, except for one child, the other six patients have averaged 38 years, the youngest 23 and the oldest 56.
The association with pulmonary tuberculosis has varied very much. It is quite unusual to find this association in mesenteric gland tuberculosis, though later on two patients developed it, nor is it usual in tuberculous peritonitis, but in tuberculous enteritis the two conditions often occur together, and of my cases of ileo-caecal tuberculosis one patient died from her lung condition seventeen months after operation.
TUBERCULOUS PERITONITIS. The origin of this condition is uncertain. Is it ever primary ? That is, can it derive directly from the intestine, or is it a blood-borne infection from some distant focus, pulmonary or mediastinal, tubal or mesenteric?
It is usual to describe three forms (1) the ascitic, (2) the adhesive, and (3) the caseous. I suggest for your consideration that the caseous variety lhas an entirely different oetiology from the ascitic and adhesive varieties. The caseous is, I maintain, only a late stage of mesenteric gland tuberculosis, and arises from extravasation of caseous material from glandular masses. It is therefore only, if one may say so, an accidental form of peritonitis.
With regard to the other forms, I believe there is a stage before the ascitic, namely the " miliary" type (if that is the word to use), in which the peritoneum is invaded over a greater or less area with minute nodules. This may occur without the appearance of any fluid and the parts chiefly affected are the omentum and the pelvic peritoneum.
The ascitic form, which sometimes occurs as an acute condition, is never seen, I believe, unless miliary tuberculosis is present, so that it seems reasonable to assume that the miliary is the first and the ascitic the second stage. The next type, the adhesive, is, I suggest, a further stage, and is a stage of repair. The fluid is being absorbed and a fibrinization is taking place with a disappearance of the miliary tubercles and the formation of adhesions. If one agrees with this view it gives a definite limit to the scope of operative treatment.
Miliary peritonitis cannot be diagnosed in the absence of fluid and it is generally discovered in the course of an operation undertaken for the relief of abdominal pain, ascribed to the appendix in all probability. The discovery of the condition gives the opportunity of instituting correct treatment at an early stage, and as these cases almost invariably do well the operation is justified.
Operation for ascites is legitimate and has proved successful over and over again.
It was first done, they say, by Spencer Wells, who operated with success on a faulty diagnosis. The method of cure is still disputed. It used to be thought that the laparotomy allowed of the escape of fluid of a low or no bactericidal power and that it was followed by peritoneal hyperaemia and the effusion of a fluid of high bactericidal power. I do not know whether this view is still held, and I do not think we have yet agreed as to whether the peritoneum heals up immediately or only after the formation of adhesions, that is to say, whether the operation is curative or only hastens the next stage, that is, the adhesive. I think we all agree that operation in 6v53 the ascitic stage is justified and that a cure is obtained without risk and very mucl more quickly than can be achieved by any otlher method.
The next stage, the adhesive, if it is a stage of repair, is not likely to be improved by laparotomy. There is a risk even in opening the abdomen, as the intestine is sometimes adherent to the parietal peritoneum and easily injured. Handling the intestine and disturbing adhesions may cause a faecal fistula. Unless obstruction is actually present these cases are better not operated upon; our rule should be to regard operation not as a miieans of curing the condition but solely as a remedy in emergencies. My experience is that many of these cases do very well if they are left alone, and I am told that great improvement follows treatment with artificial sunliglht. This is wlhat one might expect if the condition is really one of commencing cure.
Ani initeresting case in miiy series illustrated this poinlt. A womnan, aged 41, was admlitted to hospital with one miionth's history of umbilical pain and vomiting. She presented the typical ladder type of distenision. At the operation there was no fluid, but there were generalized adhesions without any obvious aingulation or kinking. I closed the abdomen without doing anvthing. She recovered and is niow quite well, but it took six years to complete the cure.
Most of the operative fatalities occur in this stage, as laparotomy is demanded for obstruction, and as the chance even of finding the seat of obstruction is a slender one, tlhe appropriate remedy may be very difficult to apply.
An interesting point for discussion is whether the adhesions clear up as speedily as do the adhesions following septic peritonitis. I shall be glad to hear the experiences of those who have had the opportunitv of opening the abdomen after the cure of peritoneal tuberculosis.
TUBERCULOUS ENTERITIS.
No very new ideas are suggested by the investigation of my few cases, except that only one of the four cases is that of a child. The other three occur in patients aged 44, 27 and 56. In all the cases the ulceration was multiple and in two cases obstruction had supervened. The suggestion tlhat ulceration occurs in patients already suffering from pulmonary tuberculosis who swallow their sputum has support, as two were suffering from active tuberculosis of the lungs at the time of operation. The prognosis is poor, and in my cases one patient died of exhaustion three weeks after resection, one recovered as far as the abdominal condition was concerned, but is still suffering (six years later) from pulmonary tuberculosis, one still has occasional abdominal pain, and only one is free from trouble.
Of the more specialized form of tuberculous enteritis known as ileo-cecal tuberculosis, my three cases are all those of adults, aged 27, 23 and 51, and all were of the hyperplastic form. They presented no difficulty in diagnosis and all did well after a block resection of the affected area. One of them, however, died seventeen months later from pulmonary tuberculosis.
Very little has been added to our knowledge of this disease during the last twenty years. In December, 1906, Dr. Henri Hartmann, of Paris, read a paper before the Medical Society of London, which gave so complete an account of ileo-ceecal tuberculosis that nothing was left to add or subtract from it. In only one particular has any advance been made since that time, and that is in the X-ray diagnosis after a barium enemua. It is unnecessary, therefore, for me to give any description of this type of tuberculous enteritis, a full account of whiclh can be found in Transactions of the Mledical Society of London, 1907, vol. xxx, p. 334 . My experience has been confined entirely to the hyperplastic type (of which I have had six cases), the only case in which I diagnosed the entero-peritoneal variation not being confirmed by the pathologist. I have always understood that the entero-peritoneal type presents great difficulties wlich are not found in the hyperplastic, so I have been unfortunate or fortunate, according to the point of view taken. TUBERCULOUS APPENDICITIS. My single case was of the hyperplastic type, and was not recognized as such until it had been microscopically examined. I think these cases are rare, though it is said to be present in 2 per cent. of all renmoved appendices which have been microscopically examined. Of course, one sees from time to time appendices studded over with miliary tubercles as part of a peritoneal tuberculosis, but these are not cases of tuberculous disease of the appendix. Of the two types, the hyperplastic, where there is thickening of the appendix due to connective tissue proliferation, chiefly in the muscular coat, and the ulcerative, in which the mucosa is ulcerated without thickening of the other coats, the latter is the more common.
Removal of these appendices has sometimes been followed by the appearance of an ileo-caecal tuberculosis which was probably present at the time of the appendicectomy. My patient made a good recovery as far as his abdomen was concerned, but is still attending at a chest hospital for some pulmonary condition.
TUBERCULOUS GLANDS IN THE MESENTERY.
We now have to consider the type in which tubercle affects the mesenteric glands. It was really, I believe, in order that I might re-state the position with regard to this condition, which I first elaborated in a paper read before the Medical Society of London in 1918,' that I was asked to open this discussion. Since reading that paper I have had fifty-two more cases, and in order that you may compare my findings in this series with my earlier series of fifty cases I have distributed some reprints of my original paper for reference. It is remarkable to see how closely the two series correspond in their general features. I remember that when I stated that the condition could be diagnosed with moderate certainty, even though the glands were not palpable, by the history and the peculiar character of the pain, my audience were not at all convinced, as shown by the records in the Medical Society's Transactions. Practically I was told that I could not diagnose the condition and that if I could I ought not to operate for it. But I believe my view is now accepted, and the number of papers published since, mostly in America, bear eloquent testimony to the general agreement of other observers. The cause of the characteristic pain is still occasionally disputed, but I am convinced that my original view is correct and that the pain is due to a spasm of the circular muscle coat. I was rather " heckled " on my opinion that a rise of temperature is unusual, but I have seen no reason on further experience to change my belief that uncomplicated tuberculous glands in the mesentery do not cause a rise in temperature. Of course, if there is a complication that is a different matter, but sepsis is quite unusual, and in the absence of sepsis pyrexia should not occur. Once more one sees that this is not a disease limited to the early years. The average age in my fifty-two cases was 13*9 years, the youngest l)atient being 14 and oldest 51. The decade 5 to 15 years is, as before, the most commonly affected period (34, or 65 per cent.), but eleven patients were over 20, of whom two were 50 and 51. The cases are divided fairly evenly between the sexes, twenty-nine males and twenty-three females. The only symptom which is at all common, except for the characteristic pain, is vomiting. This has occurred in exactly half the cases in this series, and if it occurs it always comes with the pain. The mothers often say that the children do not care to play games, because il brings on the pain, but, generally speaking, the children are well nourished (only two reported definite loss of weight) and are not markedly anemic. Colicky pains in children are so common that it is necessary to be on our guard lest a mistake in diagnosis is made. The most likely disorders to be confused with mesenteric gland tuberculosis are colic from dietetic indiscretions, relapsing appendicitis, intestinal worms and ureteric stone.
(a) Colic is distinguished by the infrequent attacks and by the relief obtained by vomiting and by opening the bowels.
(b) Relapsinty apl)endicitis is marked by the patient being more ill, the tongue being furred, temperature and pulse-rate raised; there is flatulence, nausea and constipation. The attack of pain lasts longer and is more localized, and there may be tenderness and rigidity on examination.
(c) Worm)s give rise to a variety of symptoms and the diagnosis can be made with certainty only by finding them in the stools.
(d) Ureteric stone may easily simulate a calcareous mesenteric gland, but the diagnosis can of course be made by the X-rays with certainty if a ureteric bougie can be passed, and even if it cannot the shape of the shadow is quite distinguishable from the calcareous gland; then there may be urinary symptoms to help.
In not a single case was there pulmonary tuberculosis at the time of operation, but of the non-caseating cases two patients became affected later, of whom one has died.
COMPLICATIONS.
These affect certain types. Thus, intussusception occurred only in the noon-caseating type, obstruction only in the caseating. In one caseating case the patient gave a typical duodenal history, in one calcareous case there was hanmatemesis. in one there was iimeleena, and in one a calcareous gland caused pressure on the cystic duct with consequent distension of the gall-bladder with mlucus. The hematemesis symptom was not easy to explain.
In the hbeinatemesis case, that of a woman aged 41, a large calcareous gland was situated in the mesentery of the jejunum, close to the duodeno-jejunal flexure and adherent to the transverse colon; the melwna case occurred in a man aged 50 with a twenty-five years' history of indigestion, and of melelna at intervals for six months; the omentumi was adherent to a calcareous gland in the ileo-cecal mesentery so tightly that the pylorus was displaced downwards and fixed. Both these patients recovered completely after removal of the gland. Intussusception has occurred in three cases; in one of these there was intussusception three times in six months: when the third laparotomy was performed it was interesting to see how m-iuch the glandular infection had retrogressed, probably as the result of artificial sunlight treatment. In eight cases the patient required a more or less complicated operation. Three of these patients were non-caseated cases and suffered from intussusception. One patient who had suffered obstruction for seven days died. The other five were all caseating. In one case there was an adherent Meckel's diverticulum which presented no difficulty, but the other four were all cases of obstruction; one patient recovered after a lateral anastomosis but the other three, in whom resection was done, died. The only case of the late stage of mesenteric gland tuberculosis in this series occurred in a boy aged 1 V. He had been suffering from obstruction for three weeks and there was an umbilical fistula and widespread extravasation of feces in the abdomen. He lived for three weeks after laparotomy, but there was never any real chance for him.
The subsequent history is interesting: of the nineteen non-caseating cases in which there was recovery, ten of the patients are quite well, two have occasional pain, one is in poor health with pulmonary tuberculosis, one died from pulmonary tuberculosis and five are untraced. Of the eighteen cases that survived, in which caseation was present, thirteen patients are quite well, two have occasional pain and three are untraced. Of the ten calcareous cases which survived, five patients are quite well, one has occasional pain, and four are untraced.
So, to suni up these fifty-two cases, one sees that five patients died and of the surviving thirty-five whom we could trace, twenty-eight are quite well, five have occasional pain, one is suffering from pulmonary tuberculosis and one died from that complaint. I hope that this discussion will convince the profession that tuberculous disease of the mesenteric glands is a serious disease associated with a comparatively high mortality and in its later stages liable to require elaborate surgical treatment.
CONCLUSIONS.
I still subscribe to the conclusions at which I arrived in 1918 and I will therefore re-state them.
(1) The mesenteric glands may be the only part of the body affected by tuberculosis, and especially, they may be affected apart from tuberculous peritonitis.
(2) There is a tendency to spontaneous recovery as evidenced by calcification.
(3) The condition is not limited to childhood.
(4) A diagnosis can be made with reasonable certainty without the presence of a palpable tumour.
(5) Pain is characteristic in type, and is due to spasm of the affected segment of small intestine.
(6) This spasm may give rise to intussusception. (7) Complications are frequent and may be serious.
(8) The caseating form of tuberculous peritonitis is probably the last stage of caseating mesenteric glands.
(9) Operative treatment should be undertaken owing to the difficulty of excluding complications in apparently typical cases and such treatment gives good prospect of permanent cure.
Finally, to sum up the present position of abdominal tuberculosis, I have the impression that we are seeing fewer cases than we used to see. (I was constantly operating for tuberculous peritonitis and its complications twenty years ago.) This may be due to two causes: (1) the surgeon may see fewer cases because modern methods of medical treatment cure more cases, or at least reduce the incidence of complications;
(2) since the war, children have been much better fed, better housed and better clothed, and therefore are better fitted to resist infection. If the milk supply could be controlled an enormous step forward would be taken, but it seems very difficult to introduce the necessary legislation. I should be glad to be assured that the time is approaching when surgery will have no part in the treatment of abdominal tuberculosis.
